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Introduction 
Endometriosis is the presence of tissue histologically similar 
to endometrium outside the uterine cavity and myometrium 
(1). Although pelvic location is the most common, it may 
also be found in other sites (2,3). 
Lung endometriosis is a rare entity which is normally 
presented as recurrent haemoptysis during the menstrual 
cycle (2). Although clinical symptoms are usually typical, 
location and diagnostic confirmation may be difficult (4). 
The present case report describes a patient who began 
catamenial haemoptysis after the fitting of an intra-uterine 
device, and in whom computerized tomography (CT) of 
the chest revealed a cystic lesion, not visible on chest 
X-ray, which varied in size according to the menstrual 
cycle. 
Case Report 
A 29-year-old woman, a 10 cigarette day - ’ smoker, was 
admitted because of a 300 cc haemoptysis coinciding with 
menstruation. The patient had taken oral contraceptives 
up to 1 year before she was fitted an intra-uterine device. 
Since then, she had presented occasional emission of 
haemoptoic sputa, without noticing whether or not it 
coincided with menstruation. She had not undergone any 
abdominal surgery, and had one uneventful pregnancy 
with normal delivery 6 years before. Physical examination 
revealed rales in the right base, with no other alterations. 
Chest X-ray, laboratory analysis, bacteriological and cyto- 
logical study of sputum, ventilation-perfusion scintigra- 
phy and digital lung arteriography with subtraction 
were normal. Fibrobronchoscopy performed in the acute 
phase showed active bronchial bleeding from the right 
upper lobe. Further fibrobronchoscopy in the stable 
phase 1 week later revealed no endobronchial lesions. 
Abdominal ecography was normal. 
In the following months, the patient continued to present 
episodes of haemoptic expectoration that always coincided 
with menstruation. Chest CT performed on two occasions 
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in the menstrual period showed only a cystic lesion of 
approximately 4 mm in diameter in the right upper lobe 
(Plate 1). A further scan performed in the intermenstrual 
phase and between the two previous scans showed a 
reduction in lesion diameter to 1.5 mm (Plate 2). 
After a second pregnancy, she had no further haemoptoic 
episodes in a 3 year follow-up period. 
Discussion 
Thoracic endometriosis is a rare condition. The pleura is 
the most commonly involved structure (5). Schwartz et al. 
(6) first reported this entity in 1938 and, to date, less than 
100 cases have been described in the literature. Approxi- 
mately half of patients are found to have pelvic endome- 
triosis (5). Cribiform fenestrations of the diaphragm are 
well recognized and are common in the right diaphagmatic 
leaf, the side on which more than 90% of pleural lesions 
PLATE 1. Computerized tomography in the menstrual 
period. 
PLATE 2. Computerized tomography in the inter- 
menstrual phase. 
occur in pleural endometriosis (7). Similarly to Meig’s 
syndrome, it is proposed that pleural lesions arise from 
transcaelomic spread of stoma1 and glandular tissue 
elements from pelvic extra-uterine endometrial tissue (8). 
Most cases present as catamenial pneumothorax. Pleuritic 
chest pain, dyspnoea, low-grade fever, haemothorax or 
pleural effusion with a strong temporal relationship to 
menses may also occur (2). 
Pulmonary endometriosis is an even rarer entity of 
which, to the authors’ knowledge, fewer than 25 cases have 
been reported (9-12). Unlike those with pleural lesions, an 
association exists between surgical manipulation of the 
uterus and the onset of endometriosis (5). The present case 
appears to be the first reference to the possible association 
between the fitting of an intra-uterine device and sympto- 
matic pulmonary endometriosis. A more plausible route of 
implantation than uterine tissue migration by contiguity 
in lung endometriosis is through the bloodstream (9,13). 
However, the pathogenesis of endometriosis remains 
unknown and other possibilities such as caelomic meta- 
plasia, embryonic cells rests and immunological theories 
have been suggested (13). 
Although clinical presentation as catamenial haemo- 
tysis is quite typical, location of endometrial tissue and 
definitive diagnosis of pulmonary endometriosis may be 
difficult to establish. Most of the patients have normal 
chest X-ray or transient infiltrates secondary to bleeding 
(9). Though useful in some cases, bronchoscopy fre- 
quently fails to disclose the process as endometriotic cysts 
rupture and heal, and may lie too distally to be visible 
(9,12). Imaging of pulmonary endometriosis by immuno- 
scintigraphy has been reported only once (lo), and 
angiograms seem to have little value in the diagnosis of 
pulmonary endometriosis (11). 
Chest CT has recently been proposed as a useful tool 
for locating pulmonary endometriosis. Lesions which 
had passed unnoticed on chest X-ray were detected by 
this technique (4,ll). In the right upper lobe of the 
present patient, chest CT revealed a cystic lesion which 
was not visible on chest X-ray and varied in size accord- 
ing to the menstrual cycle. This location coincided the 
bronchoscopic finding of catamenial bleeding. Elliot 
et al. (4) described a lung paranchymal lesion probably 
secondary to pulmonary endometriosis which dis- 
appeared when the patient received hormonal therapy. 
However, this is the first time that a change in size of an 
endometriotic lung lesion not secondary to treatment has 
been demonstrated by chest CT. The decidual trans- 
formation of endometrial tissue in response to hormonal 
changes which occur during the menstrual cycle probably 
accounts for these changes. Although behaviour of 
endometriosis is variable during pregnancy, this might 
have induced involution of the endometriotic implant 
in the present patient (15). Treatment of endometriosis 
may be medical or surgical. Many drugs, such as the 
androgenic derivative danazol and GnRH agonists, have 
been used (14,15). However, significant undesirable 
androgenic effects (danazol) or changes in bone 
metabolism (GnRH) agonists) may limit the duration of 
treatment (15). 
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Furthermore, treatment is not always effective (11,12,15) 
and symptoms may reappear throughout the reproductive 
life of the patient when administration of the drug is 
suspended (15). In view of the above, surgical treatment 
may be proposed in some localized lesions. This procedure 
has proved effective in chest endometriosis (3,9). 
The authors suggest that chest CT may be useful in 
the diagnosis and location of pulmonary endometriosis, 
especially when surgery is advocated. 
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